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Introduction
Globally, the World Health Organization (WHO) estimates that 2.2 billion people have near or 
distance vision impairment (VI).1 Of this number, 1 billion cases could have been prevented or are 
yet to be given the necessary attention.1 Most cases of blindness and VI are either avoidable or 
curable, yet evidence suggests that eye health services are underutilised by potential beneficiaries, 
even when available.2 Geographically, more than 90% of people affected by VI globally live in 
developing countries.3

With several global health interventions over the past 20 years, eye care services have increasingly 
become available to populations in developing countries. Despite this, the burden of blindness in 
these countries remains high.4 A population is said to have access to health services if they are 
available, and the opportunity to obtain the health services exists.5 The extent to which access is 
gained is dependent on other factors that limit utilisation of services; hence, access relies on 
affordability, physical accessibility and acceptability of services.5 Availability is also a factor that 
contributes to the prevention of VI worldwide, together with demographic, personal and 
socioeconomic factors, which may act as barriers to utilisation of the available eye health services.6 
Availability of services varies from community to community. The availability and distribution of 
human and material resources for eye care are further associated with the quality of eye care 
delivered, including its uptake and utilisation, which all have a major effect on blindness and its 
prevention.7

Background: There is a high prevalence of vision impairment and blindness in Africa. The 
poor access to eye health services, among other barriers, has been found to have a considerable 
effect on the burden of avoidable vision loss and blindness, particularly in low- and middle-
income countries.

Aim: To determine the accessibility of and barriers to the utilisation of eye health services in 
the Kumasi Metropolis of Ghana.

Setting: A descriptive cross-sectional survey was conducted in the Kumasi Metropolis of 
the Ashanti Region in Ghana to identify barriers affecting the utilisation of eye health 
services.

Methods: Convenience sampling was used to recruit participants visiting the eye clinics at five 
selected District Municipal Hospitals for the first time. Data were collected by means of 
questionnaires and analysed using Statistical Package for Social Sciences (SPSS).

Results: Barriers faced by participants when accessing eye health services included distance to 
the clinic, cost of services, time spent away from work and/or school, self-medication and long 
waiting periods.

Conclusion: The study found that eye care services in the Kumasi Metropolis, Ghana are 
largely accessible, but underutilised. Improvement of public health education initiatives 
through engagement with community groups will also enhance uptake at health care 
facilities.

Contribution: Underutilisation of health services in the Metropolis has been identified in the 
study and must be addressed by health managers in various sectors. Accessibility is relatively 
good but can further be improved especially for the elderly to be able to utilise health care 
services with ease. 

Keywords: availability; accessibility; barriers to eye health services; vision impairment; eye 
care services.
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Within the healthcare context, access generally relates to 
peoples’ ability to use health services when and where they 
are needed.8 According to Regmi and Randhawa,8 
determinants of healthcare access include the quality of 
services rendered, time and distance required to access 
services (ease of travel), as well as the interface between 
service users and health providers. Poor availability and 
accessibility may therefore result in unmet health needs and 
delays in receiving the appropriate eye care. The purpose of 
ensuring availability and access to eye health services is to 
reduce avoidable vision loss and blindness without placing 
unreasonable financial or other burdens on the individuals or 
society.9

In Ghana, the National Health Insurance Scheme (NHIS) was 
introduced in 2003 to replace the user fee system. The scheme 
relies on premiums paid by adults employed in the informal 
sector who are subscribers and derives the majority of its 
funds from other sources for operation. Eligible individuals 
who are exempt from premiums include children 17 years 
and below, persons 70 years and above and beneficiaries of 
other social support programmes, which is a pro-poor 
intervention carried out by the central government. Health 
services are to be provided for free at the point of access at 
National Health Insurance Authority (NHIA) accredited 
facilities for those who have enrolled in the scheme,10 with 
coverage including all outpatient appointments, some 
inpatient conditions and selected drugs. For eye care, 
coverage includes services such as refraction, visual fields 
test, keratometry, cataract excision surgery and eye lid 
surgery.11

There is some evidence that members of the national health 
insurance enjoy increased utilisation of health services.10 
However, eye health services such as orthoptics, optic nerve 
imaging, vitreo-retinal surgeries and many others that aid 
diagnosis and treatment of irreversibly impairing eye 
conditions are not factored into the scheme. This may then 
impose a financial burden on affected patients and become 
a deterrent for health service utilisation for those who 
cannot afford it. According to research by Alhassan et al. in 
2016, the NHIS has received criticism on generosity of its 
benefit packages but has not been able to ensure that 
cardholders make no other payments while accessing health 
care.12 A national survey by the National Statistical Service 
(NSS) and the Ghana Health Service interviewed 13 784 
people from different households. Those who visited a 
health care facility 6 months prior to the interview were 
about 30.4%, and out of this number, 45% paid fully with 
NHIS card, 23% a combination of the card and out-of-pocket 
payment, while 29% paid out-of-pocket fully.13 This presents 
the reality that the NHIS system does not guarantee zero 
cost and has a significant effect on affordability in health 
care facilities.

Several other factors may influence the use of eye health 
services even where they are available, affordable and 
accessible. Socio-economic, physical and personal barriers also 

affect an individual’s ability to receive the services necessary 
to improve vision and prevent VI.14 In areas where there has 
been a scarcity of eye health services, poor utilisation has been 
reported. Similar results were also recorded in a study2 
conducted in a rural community in Nepal. Reasons for poor 
availability in these areas included distance to health facility, 
poorly developed road networks and cost of transportation.

The economic state of individuals and countries has also 
been shown to influence the utilisation of eye health services 
in various parts of the world.4 Non-affordability was the 
main contributor to low utilisation of eye health services in 
several rural communities in Jamaica, South Africa, Nigeria, 
India and Timor-Leste.15 Some studies specifically identified 
cost as an important barrier to eye health service 
utilisation.16,17,18 In Mozambique, however,19 cost was not 
seen as a significant barrier to utilisation of refractive eye 
health services due to the availability of low cost, ready-
made spectacles. Elam and Lee20 conducted research on 
barriers to utilisation of eye care services among high-risk 
individuals in some communities in America. Here also, cost 
was the most frequently cited barrier to receiving regular eye 
examinations.

Hubley and Gilbert, in exploring the role of health promotion 
in the prevention of blindness in developing countries, 
investigated patients’ perspectives on barriers to the uptake 
of cataract services.17 They found one or more of the following: 
acceptance of impaired sight as an inevitable consequence of 
old age, fear of undergoing an operation, contact with 
individuals who had bad experiences, a lack of encouragement 
from family members or someone to accompany the patient 
to hospital, poor state of hospitals and long waiting lists, 
among others. In Ghana, research on barriers to utilisation of 
eye health facilities has been conducted in parts of the 
Central, Upper East and Ashanti regions.21 The impediments 
to the usage of eye health services recorded in the Upper East 
Region study were mainly social-related barriers such as 
social engagements or other priorities and ability to perform 
daily tasks with their condition, suggesting a change in trend 
over the commonly reported economic barriers like the cost 
of transportation and services. In the Central Region, studies 
reported the lack of felt need, cost and waiting time as 
barriers to eye health service utilisation.22,23 To the best of our 
knowledge, this study has not yet been conducted in a largely 
urbanised area such as the Kumasi Metropolis in the Ashanti 
Region of Ghana.

Good quality of eye health services24 and client satisfaction15 
have been reported to enhance utilisation of eye health 
services. However, in the absence of an appreciation of the 
value of eye health services, even where good quality services 
exist, these may not be fully utilised unless barriers are 
addressed. This study was undertaken to investigate the 
barriers that affect utilisation of eye health services in the 
Ashanti Region, specifically in Kumasi, to determine whether 
there is a difference in barriers as compared to those identified 
in other studies elsewhere in Ghana and to identify possible 
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solutions to ease any identified barriers in order to improve 
utilisation of eye health services and reduce the burden of 
avoidable blindness and VI.

Research methods and design
The study followed a quantitative population-based cross-
sectional design. It was conducted in October 2018.

Setting
Health Services in Kumasi are organised around five (5) Sub 
Metro Health districts, out of which five government 
hospitals were selected, namely, Bantama (Suntreso Hospital), 
Asokwa (Kumasi South Hospital), Manhyia North (Tafo 
Government Hospital), Manhyia South (Manhyia Hospital) 
and Subin (Komfo Anokye Teaching Hospital).25 Each 
hospital was chosen due to their accessibility, availability of 
resources and perceived affordability as a result of the 
acceptance of the National Health Insurance Cards.26

The approximate sample size per hospital has been tabulated 
in Table 1.

The minimum sample size calculated was 251 patients. The 
study population comprised patients attending these selected 
district hospitals in Kumasi for the first time. Convenience 
sampling was used, with questionnaires administered to the 
participants who were available and easily accessible. Data 
were collected before participants were attended to by eye 
health personnel at the selected hospitals.

Data collection
The primary method used to investigate accessibility to 
health care services and barriers that affect utilisation was a 
questionnaire.

The questionnaire was developed by the researcher and 
piloted at the University Hospital at Kwame Nkrumah 
University of Science and Technology in April 2018 before 
collecting data for the study. Changes were made during the 
process to include questions that will enhance and verify the 
usefulness of data collected to increase the likelihood of 
success of the study. The questionnaire comprised questions 
that required personal details of the respondents, their health 
care utilisation habits, knowledge they had about the 
condition(s) they had been diagnosed with, general 
knowledge and perceptions about the eye, the barriers that 
affected the utilisation of the eye health services.

Trained field workers who were intern optometrists were 
assigned to each of the selected hospitals to capture data 
within a period of 3 months, though this was not done 
concurrently. Data collection was supervised by trained field 
supervisors who were familiar with the research aim and 
objectives. Participants were selected from patients that 
visited the selected eye clinics for the first time. Questionnaires 
were administered by field workers via face-to-face interviews 
with participants using standardised questionnaires with 
closed and open-ended questions were used to collect data 
under the following themes: socio-demographic data, health 
care utilisation behaviour and barriers to eye health services. 
Convenience sampling was used to recruit participants 
visiting the eye clinics at five selected District Municipal 
Hospitals for the first time who were 10 years old and above 
and could speak English and/or Twi.

Data were analysed using Statistical Package for Social 
Sciences (SPSS) version 22.0 l. This was done after data were 
cleaned and validated. The primary analyses entailed 
descriptive analyses using frequencies, and results were 
presented in tables and figures.

Ethical considerations
Ethical approval was sought from the Biomedical Research 
Ethics Committee of the University of KwaZulu-Natal, as 
well as the School of Medical Sciences/Komfo Anokye 
Teaching Hospital Committee on Human Research 
Publication and Ethics with references BE339/18 and 
CHRPE/AP/369/17, respectively. This research followed 

TABLE 1: Approximate sample size per hospital.
Hospital Population size per week

KATH 300
Kumasi South 200
Manhyia 200
South Suntreso 200
Tafo 240
Total 1140

KATH, Komfo Anokye Teaching Hospital.

TABLE 2: Socio-demographic characteristics of participants (N = 257).
Socio-demographic Frequency (n) %

Age group (years)
10–19 49 19.1
20–29 104 40.5
30–39 32 12.4
40–49 21 8.2
50–59 22 8.6
60–69 16 6.2
≥ 70 13 5.0
Gender
Male 103 40.1
Female 154 59.9
Educational level
No formal education 15 5.8
Primary School 21 8.2
Vocational or Technical School 7 2.7
1st Degree 85 33.1
Junior High School 28 10.9
Master’s degree 11 4.3
Senior High School 76 29.6
PhD or Higher Education 1 0.4
6th Form 13 5.0
Employment status
Students 30 11.6
Unemployed 87 33.9
Pensioners 9 3.5
Employed 131 51.0
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the ethical tenets set out in the Helsinki Declaration. 
Informed consent was sought from each participant before 
interviews. Participants were required to append a signature 
on hard copies of consent forms provided by the researcher 
either in writing or by thumbprints as proof of consent. 
Parents and guardians of participants below the age of 18 
years were given consent forms to fill while consent forms 
were given or read out to children who could understand to 
append signature by thumbprint or writing. The socio-
demographic characteristics of participants can be seen in 
Table 2.

Results
Sociodemographic characteristics
A total of 257 patients participated in the study, of which 
40.1% were males and 59.9% were females. The participants’ 
mean age was 32.96 with a standard deviation of ±17.31, 
while the median of the age was 27 years within the 20–29 
years age range. The age range of the participants was 
between 10 and 86 years with mean age of 32.9 years. A 
significant number of participants were within the age range 
20–29 years (40.1%) while the age range with the least number 
of participants were 70 years and above. The majority of the 
participants (93%) had some form of formal education, about 
a third (34.7%) had a secondary level education, while 37.8% 
had tertiary level education. About half of the participants 

(51%) had some form of employment, 3.5% were pensioners 
who receive a retirement income from the government while 
the rest had no form of employment or were students in 
various institutions.

Frequency of visits
Most of the participants (72.8%) had visited other eye clinics 
before but were visiting that selected study site for the first 
time. One in four participants had never visited any eye clinic 
before (27.2%) (see Table 3).

Barriers pertaining to accessibility impacting utilisation, 
which were investigated in this study, included distance or 
proximity to health facilities, mode of travel and travel time 
to the clinic. Many participants (40.5%) travelled by bus to 
the clinic with travel time for nearly half of them (45.1%) 
ranging between 30 min and 60 min.

Table 4 depicts the various barriers the study participants 
encountered when accessing eye health services. Some 
participants (27%) cited distance from their destination to the 
eye care centre as a barrier to accessing eye care. Regarding 
economic barriers, cost (medical bills, transportation) of 
accessing eye care recorded the highest percentage (54.1%). 
Some attitudinal barriers encountered when accessing health 
services were fear of surgical outcome (22.2%) and the self-
medication practices by some participants (23.3%) who felt 
that they could manage their eye condition without any need 
for intervention.

With respect to the service-related barriers, 41.6% of the 
participants reported long waiting times before and during 
eye care delivery at the various eye care centres, while time 
away from work or school was reported by 26.5% as a social-
related factor contributing to the underutilisation of eye 
health services.

TABLE 3: Report on eye health care utilisation by study participants (N = 257).
Variables Frequency (n) %

Means of transportation to the clinic
Bus 104 40.5
Walk 89 34.6
Taxi 24 9.3
Drive 40 15.6
Time taken to travel to clinic
Less than 30 min 78 30.4
30 min to 1 h 116 45.1
1 h to 2 h 50 19.5
More than 2 h 13 5.0

TABLE 4: Barriers to utilisation of eye health services.
Barriers Number of participants %

Physical
Too sick to travel 41 16
No escort 23 8.9
Distance 70 27.2
Transportation 40 15.7
Economic
Cost (medical bills, transportation) 139 54.1
No monetary support 52 20.2
Attitudinal
Can manage without intervention 38 14.9
Use of self-medication 60 23.3
Fear 57 22.2
Cultural belief 4 1.6
Social-related
Time away from work and/or school 68 26.5
Time away from family 12 4.7
Service-related
Long waiting time 107 41.6
Poor patient–health personnel relationship 38 14.8
Bad experiences 4 1.6
Poor state of hospital 10 3.9

FIGURE 1: Frequency of visits.

1

3

2

4

1. Very often (8.2%)

2. Quite often (31.5%)

3. Rarely (33.1%)

4. Never (27.9%)

Frequency of eye clinic visits
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Discussion
This study set out to investigate the barriers affecting 
utilisation of eye health services in the Kumasi Metropolis of 
the Ashanti Region in Ghana. In general, most of the findings 
suggested that eye health services in the Kumasi Metropolis 
are available and accessible. However, these services are 
underutilised. Various factors have been identified as 
limitations to the use of eye health services in this study.

Demographics
An important trend was identified in the age groups of the 
participants of this study. More than half of the participants 
were below the age of 30 years, with the number generally 
decreasing with age. Despite the assertion that the older age 
groups utilise health care more often than the younger groups 
because of the increased chances of acquiring age-related 
degenerative diseases as reported in some studies in Ghana 
and Ethiopia,27,28 this was not the case reported in this study. 
One reason for this outcome could be that elderly people 
tend to live in rural areas and therefore do not access health 
care services in the district hospitals. A study by Essuman 
and Mate-Kole on aging in Ghana showed that two-thirds of 
the elderly population live in rural settings with hardly any 
employment opportunities and are therefore at risk of socio-
economic and health marginalisation.29 The authors also 
reported some factors that result in low utilisation of health 
services by the elderly being queuing frustrations, focused 
elderly care demands and financial burden.29 Another reason 
for this difference could be that some of the elderly are 
turning to private health facilities for health care. A study by 
Awoke et al. in 2017 showed that factors such as older age, 
higher education and higher income were associated with 
the use of private outpatient health care services.30 Some of 
the factors identified to influence the use of private health 
care facilities by the elderly in another study conducted in 
Ghana were distance and proximity, good interpersonal 
relationships, good quality health services, service 
responsiveness and logistics availability.30

A notable number of the participants of this study were 
females. This highlights the fact that females are more likely 
to use healthcare services as compared to their male 
counterparts. This may be as a result of the higher female 
population in the Kumasi Metropolis of the Ashanti Region. 
The results of a population census in 2021 showed that 51.9% 
of the population in the study area are females and 48.1% are 
males.31 Studies by Sekyi et al. and Geitona et al. support this 
finding as they found a positive influence of the female 
gender on utilisation of primary health care services.28,32

A notable link between use of eye health services and level of 
education was identified in this study, with the majority of 
the participants having a formal education, either secondary 
or tertiary level. There were more participants with tertiary 
education, followed by secondary education. This is not 
surprising because health care utilisation is expected to be 
higher among populations with higher education according 

to studies by Agyemang and Osei Asibey and Ye et al. They 
argued that people with higher educational levels are more 
health-conscious resulting in increased healthcare 
utilisation.33,34 This was not the case in this study where there 
were still high proportion of respondents who had never 
visited or rarely visited eye health care facilities even though 
many are educated. A possible rationale for this may be that 
higher education increases the practice of self-care. It has 
been indicated that self-medication is very common among 
tertiary students in some studies35,36 in which reasons such as 
conditions not meriting a hospital visit and long waiting time 
were cited.35

There was no significant relationship between employment 
and utilisation of eye health services identified in this study.

Accessibility
Majority of participants took less than an hour to travel to the 
hospital, suggesting that most patients lived within 
reasonable distance to the hospital facility. One author37 
described an average distance or commute of less than 30 
min to 1 h to a health care facility as a measure of availability. 
A transport survey conducted in Ghana in 2012 found that 
approximately 80% of respondents from urban areas had 
reliable transport to health facilities to access healthcare 
services.38 A common and affordable means of transportation 
in Ghana are mini vans, making them an important and 
convenient link in the transportation system for smaller 
towns and villages. A significant number of respondents also 
indicated walking as their means of transportation. This may 
be an attempt to avoid long queues and traffic during 
morning and evening rush hours. Long queues at rush hours 
and acute congestion on urban roads result from low capacity 
of vehicles, which stems in part from poor road conditions 
and high maintenance costs according to research on public 
transport services in Kumasi.39

Frequency of eye exams
Despite the relative accessibility of eye health facilities, at 
least half of the participants had not visited an eye clinic in 
more than 2 years or had never visited an eye clinic before. 
This indicates underutilisation of the service on the part of 
the population. According to the American Optometric 
Association, the recommended interval for comprehensive 
eye exams for children from age 6–17 with healthy eyes is 
annually. Adults from 18 to 64 years with healthy eyes are 
required to have their eyes tested once every 2 years, while 
those 65 years and older are to have annual eye exams. For 
those in the above age groups with eye conditions and/or 
those who are at risk of developing ocular conditions, an 
annual eye examination is recommended.40

The reasons for the scarce visits at eye clinics by majority of 
the participants could be due to cost of services, long waiting 
times or a lack of knowledge about the importance of having 
regular eye exams. In the Capricorn district of the Limpopo 
province in South Africa, Ntsoane et al. found a positive 
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association between the availability and utilisation of eye 
health services.41 While utilisation was generally found to be 
good, it varied in relation to the proximity of eye health 
facilities. Studies in India have shown evidence corresponding 
to the result of this study that services can be available and 
yet have a low uptake by potential beneficiaries.42,43 This 
suggests that the problem of underutilisation of eye health 
services in developing countries has not been given priority.2

Affordability
Affordability was a factor for more than half of the 
respondents in this study, emerging as one of the major 
barriers to utilisation of eye health services which has been 
cited as a major limitation to uptake of eye health services in 
several other studies20,23 as in the case of South Ethiopia 
where people with higher income were more likely to utilise 
eye health services as compared to those with lower income.27 
This highlights the fact that, the economic state of individuals 
influences utilisation of eye health services. Non-affordability 
in another study in Timor-Leste by Palagyi et al. was also a 
major contributor to low utilisation of eye health services in 
many communities.15 In Mozambique, however, cost was not 
seen as a significant barrier to utilisation of refractive eye 
health services due to the availability of low cost ready-made 
spectacle.19 This suggests that where services or products are 
made more affordable, utilisation of eye care services should 
improve.

In Ghana, the Health Insurance coverage improves eye care-
seeking behaviour of individuals who make use of it by 
reducing the cost of health care in some government and 
non-government eye health facilities, because it covers all 
outpatient admissions. It also covers services such as 
refraction, cataract removal, eye lid surgery, keratometry and 
visual field test.10 However, some necessities such as most 
drugs prescribed at the health facilities, spectacles and low 
vision aids are not covered and have to be paid out-of-pocket 
by individuals who need them. Also, more specialised 
services such as orthoptic care, glaucoma diagnostics that 
require optic nerve imaging, gonioscopy, vitreo-retinal 
surgeries, laser surgeries and many other interventions to 
prevent blindness and VI fall outside of this coverage, thus 
increasing the cost of accessing certain levels of eye care 
considerably.

Other barriers
An attitudinal barrier identified in this study was fear, a 
concern among almost a quarter of participants. Fear has 
been reported in other studies23,22 as a non-significant barrier 
in other parts of Ghana. Cataract surgical uptake among 
older adults in Ashanti Region, which has one of the highest 
levels of self-reported cataract cases, was found to be lower 
than other regions.44 Ocansey et al.23 identified the main 
reason for poor uptake of eye health services as being an 
attitude towards the services as a result of the perception that 
eye conditions were minor and not important enough to 
access health services.23 Social attitude among the Indian 

population living in West London was that visual health was 
reported as not being a priority, as the elderly are resigned to 
a ‘fate’ of poor vision in old age.

Another identified effect on utilisation in eye health facilities 
was self-treatment. Participants preferred to purchase over-
the-counter drugs in private pharmacies or use left-over 
medications previously given at the hospital to them or their 
relatives and friends to relieve symptoms they were feeling. 
Self-medication is known to be very common in developed 
and developing nations.35,36,45,46 Irresponsible self-medication 
practices can have harmful consequences such as increased 
risk of drug abuse and adverse drug effects and results in 
reduced clinic visits.45

The social-related barrier identified in this research was time 
away from work or school. A study by Merepa et al. in the 
Upper East Region of Ghana reported a predominance of 
sociallyrelated factors over service-related factors.21 Merepa 
et al., however, indicated that factors such as availability and 
accessibility, which have been major barriers to eye health 
service utilisation in previous studies6 have seen a change in 
trend with time and so were not significant barriers in their 
findings.21 Their research showed the major barriers affecting 
utilisation of eye health services were priority for school, 
work and other engagements and ability to perform daily 
tasks with eye conditions. This trend is seen also in the 
Ashanti Region according to the findings of this study.21

Time away from work and school was identified as a cause of 
some patients’ inability to utilise eye health services. When 
the underlying eye condition did not cause pain and 
discomfort, patients tended to consider it as unnecessary to 
seek attention.47 This avoidance could later lead to VI or 
blindness if not addressed.

A major deterrent to eye care utilisation identified in this 
study was the long waiting time at eye clinics. Waiting time 
refers to the overall time taken by a patient from the time of 
arrival to the time spent at each service point until the last 
service is rendered.48 In Ghana, respondents of a study 
conducted in the Central Region22 reported similar results 
whereby waiting time was a major barrier to eye care 
utilisation, second to cost. On the contrary, findings from a 
study conducted in the Eastern Region of Ghana showed that 
waiting time, though a barrier, did not have a significant 
effect on utilisation. The reason for long waiting time reported 
as a barrier among respondents could potentially be high 
population density in the affected areas. At the time of the 
study, the Ashanti Region had the highest estimated 
population at 5 552 17749 as compared to the other regions, 
including the Greater Accra Region, which has the highest 
number of health personnel and has a population of 
4 738 205.49

Another cause of long waiting time could be the early arrival 
of patients long before the clinic starts operating. Muzinguzi48 
reported that the majority of patients in an outpatient 
department of a hospital in Uganda arrived between 07:00 
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and 10:00 but had to wait for an average of about 4–5 h to see 
the doctor or receive treatment. In addition, patients who are 
referred for further investigations return to either join the 
queue of newly arrived patients, or newly arrived patients 
have to wait for those returning with investigation results to 
see the doctors again. This results in extended wait times and 
service delays. Inadequate registration and dispensing staff 
also result in long waiting periods.48

Behaviours that undermine safety and trust within the 
hospital threaten patient outcomes.50 A study on factors 
that influence receipt of eye care conducted in United 
States reported that participants felt their primary health 
providers did not communicate information with them 
about eyesight, nor did they conduct basic eye screenings.51 
One of the most frequently cited barriers to utilisation in a 
study20 was patient–doctor relationship. Poor patient-
health personnel relationship was also identified as a 
service-related barrier in this study similar to the findings 
of Elam et al.20 and Patel et al.52 Poor relationship and 
communication could be due to high patient numbers that 
afford doctors limited time to communicate extensively 
about each person’s eye condition.

Limitations
The findings of this study were self-reported and hence could 
contain information bias or recall bias. Furthermore, the 
findings may not applicable to the whole country and authors 
recommend further and broader studies be conducted to 
obtain a complete picture of the problem. Another limitation 
is that the study was conducted in one out of the 43 district 
assemblies in the Region due to the lack of logistical and 
financial resources and its outcome may not be reflective of 
the other districts or the whole Region.

Conclusion
While the availability and accessibility of eye health services 
in the Kumasi Metropolis appear adequate, utilisation 
remains a concern. There was low utilisation of services 
among the elderly as compared to the younger age groups. 
Females were more likely to use eye health care services in 
contrast with their male counterparts. Education did not 
have a positive effect on utilisation of services in this study as 
it increases the practice of self-care and self-medication 
among the highly educated. Accessibility to eye health 
care services was relatively reasonable for those living in 
the Kumasi Metropolis. The frequency of eye clinic visits 
was poor though services were accessible indicating 
underutilisation among members. Cost was the most 
significant barrier to utilisation in spite of the use of the NHIS 
cards, suggesting the need for an improved National Health 
Insurance system coverage to include more essential products 
and services such as spectacles, low vision aids, orthoptic 
treatment and essential imaging tests needed for early 
diagnosis of vision-impairing eye diseases. Fear of being 
diagnosed of a condition demanding surgery was also a 

remarkable attitudinal barrier highlighted in this study. 
Self-treatment was found to be associated with underutilisation 
of eye health services in the Metropolis. Time away from 
work and school was the major social-related barrier affecting 
the use of ophthalmic services while long waiting times and 
poor doctor–patient relationships were service-related 
barriers affecting utilisation.
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